Figure 1
Fundoscopy demonstratring two granulomatous lessions on the lower archade with CSD in the outpatient setting (Table 1 ) and received treatment with azithromycin, with initial improvement of symptoms until day 4 when he developed respiratory distress requiring admission to the PICU. The patient lives with 10 cats. The main findings of physical examination were tachypnoea and a painless conglomerate of enlarged cervical lymph nodes without erythema that required drainage, with subsequent detection of B. henselae by PCR. The chest X-ray revealed interstitial infiltrates and bilateral pleural effusions requiring drainage. After 72 h of treatment with levofloxacin and vancomycin, the patient showed clinical improvement and was transferred to the paediatric ward, where he developed fever and enlargement of the cervical mass that required a second drainage, after which he remained afebrile. An abdominal ultrasound revealed hypoechoic lesions in the spleen, which led to the addition of rifampicin, while azithromycin was replaced by doxycycline because of a prolonged QT interval.
The patient was diagnosed with disseminated CSD with an atypical presentation including extensive lymphadenopathy and lung involvement as well as splenic microabscesses, thus he underwent a basic immunologic work-up, with negative results (Table 1 ). The patient was followed as an outpatient and completed a 3-week course of RIF/DOX, with a good response.
Cat-scratch disease is a common disease worldwide, although its actual incidence is unknown. 2 It presents more frequently in the form of an isolated, subacute cervical lymphadenopathy, which is usually afebrile. However, a small proportion of affected individuals develop disseminated CSD, which can have involvement of the liver, spleen, retina or osteoarticular system. 3 In these cases, the most frequent reason to seek medical attention is FUO ( 1 ---3 weeks) , which occurred in one of our patients. This diagnosis should be suspected from the initial history and the physical examina-tion, with emphasis on past contact with cats, as especially kittens, are the main reservoir of B. henselae. 4 The microbiologicdiagnosis is based on the detection of high titres of antibodies (IgG/IgM) against B. henselae in the acute phase of disease. Nevertheless, if there is a high suspicion of CSD and the initial antibody titers are negative, they should be repeated in 2 ---3 weeks. Another available option is PCR for detection of B. henselae in blood, tissue and other fluis .
The diagnosis of CSD in patients with an atpical presentation poses a challenge. In patients with FUO and suspected CSD, performance of an abdominal ultrasound is a prudent measure while awaiting the results of serologic tests, as this is a non invasive test that can detect the characteristic microabscesses in the liver or spleen, in addition to an eye fundoscopy, whose findings can not only guide the differential diagnosis of rheumatologic diseases but can also support the diagnosis of CSD. 5 We also ought to underscore that there should be a high index of suspicion of osteomyelitis in these cases, as the findings of the physical examination may be unremarkable and the levels of inflammatory markers within normal range. 6 The optimal antibiotic treatment for disseminated CSD is still under debate, although courses lasting 2 ---6 weeks are generally recommended depending on the extent of disease. 1 Our patients received combined therapy with RIF/DOX, antibiotics that have been found to achieve adequate control of the disease in the past. In brief, we present 2 cases of disseminated CSD that responded to antibitic therapy, emphasising the importance of taking a detailed history , with emphasis on the investigation of epidemiologic factors, and a thorough physical examination to assess the possibility of CSD and avoid unnecessary tests when the diagnosis of FUO is being considered.
